Cardiac telemetry is overused in hospitals and continues to be a source of healthcare waste. [1] [2] [3] [4] Its overuse is considered a leading issue in quality initiatives, as highlighted by its presence in the top 5 recommendations by the Society of Hospital Medicine to the Choosing Wisely Campaign. 5 There have been multiple published studies on efforts to curb telemetry overuse, including educational campaigns, hard-wiring guidelines into the electronic health record (EHR), and discontinuation protocols. [6] [7] [8] [9] Less studied, however, are the causes of telemetry overuse. While lack of knowledge of guidelines may contribute to inappropriate initial ordering of telemetry, 1, 4 physicians may forget to discontinue it when the original indication is no longer present, ie, a form of "clinical inertia." The authors aimed to study how often inpatient clinicians were aware (or unaware) of the telemetry status of their patients.
METHODS
The authors conducted a cross-sectional observational study at 2 academic medical centers within the same healthcare system (University of California, Los Angeles [UCLA] Health System) over a 10-week period, from December 12, 2014 to February 18, 2015. The survey included senior resident physicians (in years 2 or 3 of training), attending physicians on teaching services ("teaching attendings"), and attending physicians on nonteaching services ("direct-care attendings") caring for hospitalized patients on general internal medicine (nonintensive care) units. First-year residents ("interns") were not surveyed because their presence at interdisciplinary rounds, where surveying took place, was not mandatory. At both hospitals, telemetry is initiated by placing a "Continuous Cardiac Monitoring" order in the EHR, and is terminated by selecting "Discontinue" on that same order. Telemetry status of patients was determined through a daily review of the EHR at UCLA Ronald Reagan Hospital, where presence of telemetry was defined as an active order for telemetry as of 7 AM. At UCLA Santa Monica Hospital, telemetry status was determined by daily review of the morning telemetry technician logs, which reflected telemetry status as of 7 AM.
Once-weekly, prior to afternoon interdisciplinary rounds, members of the study team would give physicians a print-out of their patient list and ask them to mark whether or not their patients were on telemetry as of that morning. They were allowed to reference their own printed patient list, but were not allowed to reference the EHR. Since interdisciplinary rounds occurred in the afternoon, it was assumed that all clinicians had seen and examined their patients. The authors did not mandate that physicians respond to the survey, and we did not collect information on individual physician characteristics other than training status.
The primary outcome of interest was correct assessment of telemetry status. The authors first presented descriptive statistics for patient, provider, and telemetry status, and used χ2 tests and McNemar's test to compare the type of physician (resident, teaching attending, or direct-care attending) with the binary outcome (correct or incorrect assessment). STA-TA/SE, 13.1 (StataCorp), was used for all statistical analysis, and P values < 0.05 were considered statistically significant. The study was submitted to the UCLA Office of Human Research Protection Program and exempted from Institutional Review Board review.
RESULTS
A total of 1,379 physician-assessments on 962 patients were obtained during the study period. During this time, 53.1% (511/962) of patients were on telemetry. Overall, physicians were incorrect in 26.5% (365/1379) of their assessments of telemetry status (Table) . Of the 745 assessments of a patient on telemetry, clinicians erroneously reported that they were not 27.9% of the time (n = 208). Of the 634 assessments of a patient not on telemetry, clinicians erroneously reported that patients were on it 24.8% of the time (n = 157).
Assessments by direct-care attendings were more accurate than those done by teaching attendings (80.9% vs. 72.4%, P < 0.05) and resident physicians (80.9% vs. 71.8%, P < 0.05). There was no statistically significant difference in accuracy of resident physician assessments when compared to teaching attending assessments (71.8% vs. 72.4%, P = 0.81).
DISCUSSION
In this study, clinicians often inaccurately recalled the telemetry status of their hospitalized patients. These findings have implications for both patient safety as well as telemetry overuse, as ignorance of telemetry status may limit its discontinuation.
The authors also found that assessments done by di-
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rect-care attendings were more accurate than those done by teaching attendings. This discrepancy is likely related to different roles in patient care: teaching attendings provide supervisory roles, while direct-care attendings routinely review orders and perform detailed exams on their patients. Similarly, resident physician assessments were found to be less accurate than direct-care attending assessments, which may reflect less clinical experience as well as their supervisory role.
In light of these findings, interventions to reduce telemetry overuse should include efforts to increase real-time telemetry awareness as well as reduce inappropriate use, and should target all levels of training. Using research on urinary catheter removal 10 as a model, strategies to increase telemetry awareness could include daily verbal or written reminders of telemetry status, requests to assess daily need, high visibility signs in charts or in patient rooms, or electronic reminders that telemetry is in place. Furthermore, efforts to promote and operationalize medical mindfulness, in which providers are trained to be aware of indications, timely removal, and the presence of monitoring devices could be incorporated into broader telemetry stewardship and high-value care efforts. 11 There are limitations to this study. The authors did not collect information on the number of unique individual physicians represented by the study, and, thus, clinicians may have been surveyed multiple times throughout the study, potentially influencing their attention to the telemetry status of their patients. In addition, this study was conducted within a single healthcare system, limiting its generalizability.
In conclusion, the authors found that physicians were often incorrect when assessing the telemetry status of their patients. Interventions to help raise awareness of a patient's telemetry status may help reduce telemetry overuse.
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